Shared Decision Making (SDM) prioritises joint deliberation between practitioner and service user, and a respect for service-users' experiential knowledge, values and preferences.. This article reviews the existing literature pertaining to key stakeholders' attitudes towards SDM in mental health. It examines whether perceived barriers and facilitators differ by group (e.g. service user, psychiatrist, nurse, social worker) and includes views of what facilitates and hinders the process for service users and practitioners.
Introduction
Shared Decision Making (SDM) is endorsed as an essential component of everyday mental health practice delivery across much of the western and developed world. For some countries (e.g. areas of Scandanavia) patient involvement is seen as a right and enshrined in law (see Coulter et al, 2008) . The increasing emphasis within policy on embedding principles of SDM in everyday psychiatric encounters represents broader change in the mental health system. As discussed in James and Quirk's paper in this issue, SDM represents a broader movement towards patient centred care and the increasing neo liberalisation of health care services. For mental health services, SDM is also seen as a central tool for models of personal recovery and recovery based practice in mental health (Schauer et al., 2007) . Deegan and colleagues assert that it is time to "heed the ethical imperative upon which the practice of SDM rests" (Deegan and Drake, 2015 Drake, , p 1008 . Accordingly then, SDM represents a broader shift in mental health services towards giving mental health service users choice, enhanced control, and placing increased priority on partnership with practitioners as part of a personalised approach. Here the service providers' role is to assist in the process of individual led recovery and the corresponding change in the service users' re-evaluation of identity (Shepherd, Boardman and Slade, 2008) . In this sense models of SDM represent an emphasis on a rebalancing of power in mental health encounters, and allowing for experiential and medical expertise to be equally respected and valued in decisions concerning treatment (Kaminskiy, 2015) . Furthermore, SDM reflects the values of respect, enshrined in the Convention of the Rights of Persons with Disabilities (CRPD) by the United Nations and could be a way to prevent some situations that are directly criticised in the CRPD (e.g. coercive practice and forced medication use).
Nevertheless, SDM has emerged from other health care arenas. It occupies the middle of a spectrum of patient participation, between paternalism on the one end (derived from the biomedical paradigm of health where the doctor makes the decision after evaluation of the diagnosis, treatment options, and risks and benefits) and the informed model of decision-making on the other (which assumes that the service-user has ultimate responsibility for the decision made and the professional acts as an adviser) (Charles et al., 1999) . Within SDM, priority is placed on communication and shared deliberation with a respect for service-users' experiential knowledge, values and preferences (Edwards and Elwyn, 2009; Makoul and Clayman, 2006) . While practitioners and service users alike generally endorse SDM (as we will outline in this paper), there is growing evidence that it is not implemented in everyday practice (e.g. see Ramon et al. in this issue) . To better understand this gap it is necessary to further explore the nuanced views and attitudes that practitioners and service users hold. In addition, reviews with a focus on examining broader exploration of the perspectives and views about SDM among key stakeholders groups is scarce, and represent an important and under reported area. Legare et al's systematic review of health professionals' perceptions of SDM in 2008, and the later selective literature review from Legare and Thompson-Leduc (2014) sheds some light on perceived challenges as experienced by health professionals. This review will add to the existing literature by highlighting the priorities as perceived by service users and practitioners in mental health, and explore the similarities and difference between stakeholder groups, thereby allowing for greater understanding of the state of the evidence in this emerging area.
The aims of the review are to provide a synthesis of research in the following areas:
• 
Method
This review adopts the principles of a qualitative research synthesis (see Suri, 2011) in that it uses a qualitative, iterative and critical approach to synthesizing the primary research in the field. While the synthesis adopts a thematic qualitative approach, studies adopting quantitative (e.g. questionnaire based), qualitative or mixed methods design were included.
The priority for this synthesis was to adopt a purposeful sampling method to obtain an in-depth understanding of existing findings in the field. A key word search of articles published between 1990 and 2016 was undertaken using PubMed. Titles, abstracts and key words were searched using the terms 'shared decision making' 'mental health' and 'attitudes', with related terms included for each category. See appendix two for further details. To supplement the database search, an additional search of publications from prominent known authors in the areas was undertaken, along with snowballing and footnote searching sampling. For example, reference lists were searched of recent known reviews in the area, along with reference lists of highly cited papers in the field. In addition, other 'grey' literature known to the authors (which hadn't been retrieved in the database search) along with an additional search of publications from prominent known authors in the area. This resulted in an initial list of 458 papers.
During the first stage of screening, duplicates were excluded.
Papers were also excluded if they were 1) not directly relevant to the field (e.g. not SDM, not mental health, not adult services), 2) were existing review papers, 3) were not written in English, and 4) conducted in forensic settings, drugs and alcohol, and children's mental health service . Methodological rigour was not an imposed exclusion criteria during the screening process and papers adopting qualitative, quantitative and mixed methods research designs were included.
The second stage of screening involved reading article abstracts to ensure the papers were relevant to the scope of the review. At this stage, a team based approach to coding was adopted and two authors (EK and SS) read abstracts from the list of studies. Papers that did not present findings purporting to service user' or practitioner' views and attitudes were excluded. For example, intervention and evaluation studies reporting change in outcomes without reporting findings about stakeholder views and attitudes, were excluded at this stage.
Following this papers were coded in an iterative process, and organised according to the participant group, or, in other words, whether findings purported to practitioner or service user groups. Coding of themes for each group were informed by the aims of review and divided between two authors, EK (for papers reporting service user views), and SS (for papers reporting practitioner's views). Following the coding process, the authors (EK, SS, JH) agreed on themes, and key differences and similarities between the group findings in a team based approach.
[insert diagram here] Following the screening process, 43 papers were selected for inclusion in the review.
Findings
The table in appendix one provides a comprehensive summary of the 43 papers reviewed, including a summary of the key findings.
3.1. Service user preferences and attitudes towards SDM 3.1.1 Service user general endorsement for SDM Mental health service users (MHSUs) value participation in decision making and strongly endorse models such as SDM (De las Cuevas, et al., 2012; Puschner et al., 2013; Adams, Drake and Wolford., 2007; Hamann et al., 2005; Patel and Bakken, 2010; Park et al., 2014) . Research suggests that the desire for increased involvement in decision making is at least the same (Hamann et al, 2007) if not greater than in other areas of medicine (Hamann et al., 2005; Patel and Bakken, 2010) . Desire for greater participation is also found to be greater for service users who are already dissatisfied with services or sceptical about medication (Hamann et al., 2011) .
Although the research suggests that service users want to be more involved in the decision making process, an exploration of what this means for service users in the context of receiving mental health services needs expansion. This lack of clarity about what SDM means for MHSUs has been compounded by the development of an array of measures (mostly questionnaires) emphasising different aspects of SDM (see Perestelo-Perez et al in this issue).
What does SDM mean to service users?
A defining feature of SDM for service users appears to be the importance of having a voice, being listened to and being supported to express themselves in encounters with mental health practitioners. Aspects of feeling empowered to take the decision or have accountability and ownership over the final decision are seen as less important.
For example, Mahone et al (2011) in a mixed stakeholder focus group study found that service users supported SDM, and in particular, the value it placed on 'putting consumers at a place where their voice is heard' (ibid; p. 9). Service users valued being respected and listened to , although acknowledged that this was associated at times with raised fears about the increased responsibility this implied.
In another focus group study, Rise et al (2013) found similar nuanced attitudes towards SDM. For service users, reaching decisions together and having a voice was particularly important, however and importantly, adopting an informed model whereby service users are seen to have final say and ownership over the decision was not necessarily preferred. Instead, feeling respected by practitioners for their views and experiences was seen as imperative to feeling involved.
Four studies found that service users' conceptualisations of meaningful involvement map more closely to descriptions of SDM as a model, as compared to other empowering models of participation, such as the informed model (De las Cuevas et al., 2012; Hamann et al., 2007; Puschner et al., 2013; Park et al., 2014) .
For example, De las Cuevas et al (2012) used the Leeds Attitude to Concordance scale (Raynor et al, 2001 ) to survey psychiatrists and 449 mental health service users from a community outpatient clinic about their attitudes towards SDM. They found that for service user participants there were notable discrepancies in responses between items. For instance, while 95% of participants agreed that 'better health would follow from cooperation between psychiatrists and patients', only 25% of respondents agreed with the statement 'During the psychiatrist-patient consultation, it is the patient's decision that is the most important'. Additionally, Park et al (2014) found that while 85% preferred to be offered options and to be asked their opinions about mental health treatment, more variability was noted in preferences for obtaining knowledge and making final treatment decisions; 61% preferred to rely on their providers' knowledge and 64% preferred their provider to make treatment final decisions. Hamann et al (2007) findings that service users demonstrated preference for being involved, and SDM, but not having a final say over the treatment decision. Interestingly, where service users have shown greater desire for autonomy, this correlates with a greater likelihood of not reaching consensus or agreement in meetings (Bonfils et al., 2014) .
The theme that service users don't necessarily value ownership of the final decision also appears in qualitative research, and service users here have been described as preferring a two stage process, which acknowledges that in certain more challenging or complex decision, service users feel comfortable and endorse deferring to the clinician's judgment (Whitley & Woltmann, 2010) .
Finally, in this section, two studies of note found that service users highlight the importance of seeing SDM as a process, as oppose to particular outcome (e.g. achieving consensus). De las Cuevas et al (2013) found that mental health service users have a distinct profile in their views of SDM. Mental health service users were found to emphasise the initial steps in SDM, and this pattern differed from other health care settings. Grim et al (2016) in their focus group study found service users supported Elywn's (2013) three stage model of SDM which suggests distinct phases of 'choice talk', 'option talk' and 'decision talk'. This study, similar to the findings of Tanenbaum (2008) emphasise that SDM should also incorporate aspects of both preparation to meetings and follow up stages. SDM models originating from other health care arenas assume that SDM occurs at the point of having an agreed problem established. For mental health service encounters, the description of problems, diagnosis and experiences of treatment are protracted over potentially long periods of time and are often contested. Therefore, in this context it is important for service users to prepare for the encounters by having more information about the purpose and goals of the meeting. Being able to prepare and consider what particular topics, previous experiences and knowledge the service user would like to both prioritise and communicate about at the meeting is emphasised.
In summary, mental health service users are mostly concerned with SDM in respect of feeling listened to and having a voice and being supported to express themselves in encounters with clinicians. The importance of autonomy, or being empowered to take the final decision and ownership are more nuanced and seen to depend on the nature and complexity of the decision to be made. SDM is seen as a process, and not an outcome.
Perceived enablers and challenges
Many service users report that they are struggling to be heard or seen as competent and equal in the encounters (Kaminskiy, Morant, Ramon, 2013; Dahlqvist et al. 2015; Tee et al., 2007; Farelly et al., 2015; Velligan et al., 2016 ) and present numerous ways in which these problems can be overcome, as well as offering suggestions for how to enable service users having a greater voice. We present these enablers and challenges under three broad sub headings: Factors related to the service user; factors related to the practitioner and factors related to the wider cultural system.
Factors related to the service user
Service users acknowledge that to enable meaningful conversations and achieve shared decision making, effort and energy is required. This takes the form of cognitively preparing for the meeting (Hamann et al, 2016; Grim et al, 2016) actively seeking information (Tanenbaum, 2008; Hamann et al., 2016; ) and giving feedback and being an active participant in ongoing conversations. Key enablers to achieving this were viewing themselves as competent and able to have a voice, with ideas of self-efficacy relevant to consider (De las Cuevas et al., 2014).
In Hamann et al's focus group study, service users emphasise the important of giving feedback and informing practitioners of their view, alongside side the need to be open and honest (Hamann et al., 2016) .
A few studies have explicitly explored the information that service users desire. Service users report strongly desiring more information about treatment options and in particular a greater understanding of the cost benefit ratio for decisions concerning medication (Barr et al, 2016) . In addition, service users seek information from different sources, including conversations with peers, other professionals, and the internet (Stewart et al., 2010) . Tanenbaum (2008) used focus groups, to explore types of information MHSUs value and what role it serves in decision making. Service users expressed a strong desire to know more and sought information from multiple sources including the care team, other professional groups (such as pharmacists), peers and the internet. In general, people valued scientific evidence although participants reflected that this at times created problems in that this sometimes reduced the value of the individual accounts. Most importantly, perhaps, focus group members referred to the importance of individuality and the need to treat it as part of the recovery journey where they are themselves an expert. Grim et al (2016) also found that service users felt it extremely important to prepare for meetings by considering what experiential knowledge to share at the meeting.
Linked to this, a key challenge for service users is challenge of being able to express oneself clearly, as well as process information effectively, when unwell (Kaminskiy, Ramon and Morant, 2013) . In addition, feelings of perceived inadequacy and a fear of being judged were linked to how involved service users felt they could be (Dahlqvist et al, 2015) . Symptomology, diagnosis and stage of recovery is highlighted as influencing both preferences towards SDM as well as the likelihood that SDM will take place (De las Cuevas et al, 2014; Park et al, 2014; Puschner et al., 2016) .
Factors related to the practitioner
Trust and the importance of the therapeutic relationship in this process is an important enabler that emerges in much of the published research (e.g. Simon et al., 2007; Davidson et al., 2008; Simpson et al., 2016; Street, 2009; Woltman & Whitley, 2010; Hamann et al., 2016) . This may be especially important during more difficult periods and important mitigating factor against difficulties of expressing oneself clearly and not feeling able to be fully involved (Woltman & Whitley, 2010) .
Simon et al (2007) undertook qualitative interviews with people receiving services from their GP for depression. This study highlighted that service users had a number of unmet expectations in their consultations regarding treatment. The first concerned expectations for more time in consultations, and the establishment of a trusting relationship with the GP. The formation of a trusting relationship was seen as very important during more difficult times, when service users reported wanting the doctor to take more of a directive role. Davidson Miller and Flanagan (2008) further highlighted helpful relationships. This study was a synthesis of qualitative narrative interviews with service users, focussing on perspectives regarding the utility of treatment. Personal narratives focussed on the positive and helpful role of relationships for medication management. People discussed the prolonged process of first finding the right doctor or nurse, and then eventually the right medication. This study found that the right prescriber was someone who listened to the person, was willing to try different things and who viewed the medication as more than just a way to reduce symptoms (ibid, p.180). In addition, service users expected the GP to be the main source of balanced information about depression treatment options, yet felt that, in general, they did not receive enough information, especially concerning side effects of proposed medication options.
Service users also discussed fear of stigmatisation surrounding medication use as an important concern. Being able to have conversations with other practitioners, such as nurses, as well as other service users, is seen as a helpful way to gain more information about particular options (such as medication) (Stewart et al., 2010 ).
Involvement in decision making then is seen as reflecting the ideals of a trusting, open and honest relationship with clinicians where the service user is empowered and treated as an equal in the decision making process. It has indeed been suggested that the mechanism by which the therapeutic relationship positively impacts on recovery outcomes in mental health, is via its influence on increased agency and empowerment in decision making (Street et al., 2009) , but also as a way of mitigating the problems of not being able to be fully involved in more difficult situations (Woltman and Whitley, 2010).
Factors related to the wider context.
As mentioned above, service users often report their views are seen as less important or less valued than practitioners (Velligan et al., 2016; Dahlqvist et al., 2015) . In Dahlqvist et al's (2015) grounded theory analysis of 20 group and individual interviews with mental health service users in Sweden, three themes are presented: Being the underdog, being controlled, and being omitted, when describing challenges in participating in SDM. This points to challenges of the wider context in terms of the culture within mental health services, with for example paternalistic practice and other disciplinary forms of power as both prevalent and an important challenge for achieving SDM in practice. For example, Tees et al (2007) present results from a cooperative inquiry study that explored service user participation in decision making. Themes that emerged as inhibiting participation included stigmatization and paternalistic approaches with an over reliance on diagnosis as a basis for clinical judgments. In another study, interviews were conducted on an inpatient ward to explore service user' experiences of medication management and some participants reported that they hadn't realised that they could initiate a discussion about medication, and thought that this was the doctor's role (Stewart et al., 2010) .
Previous experiences of coercion as well as fear of coercion emerges as substantial challenges in our findings. In Mahone et al's (2011) study, previous experiences of coercive practice and the trauma associated with this, led to future mistrust and a lack of willingness to engage in open and meaningful dialogue with practitioners. On the other hand, previous experiences of involuntary treatment has also been found to be associated with a greater desire for autonomy (Hamann et al., 2005) as well as a greater desire for information (Puschner et al., 2016) .In a critical narrative analysis of focus groups with service users in an inpatient setting, Stacey et al (2016) report particular challenges associated with inpatient care. One respondent in this study comments about the particular problems associated with SDM in ward rounds (a format involving a group of practitioners as a panel and service user invited to attFend):
'I think the structure (ward review) is ridiculous and frightening. Because all the people on that end, and there's one chair where we sit, like, you're out in a space on your own. . . You're not in that circle. You're the odd one out in other words.' (ibid: p.39).
According to the authors, service users in this context felt like 'outsiders' as well as being at the bottom of the hierarchy.
Factors enhancing participation include a respectful culture that recognised service users' expertise and communicated belief in individual potential as well as the importance of recognising power issues in these helping relationships was highlighted (Tees et al., 2007) .
Professionals´ preferences and attitudes towards SDM

Professionals' general endorsement for SDM
There is strong consensus from research examining practitioner's views that most mental health professionals (e.g. psychiatrists, social workers, Community Psychiatric Nurses (CPNs)) generally support SDM (Barr et al, 2016; Chong, Aslani, & Chen, 2013a; De Las Cuevas et al., , n.d.; Hamann et al., 2006; Patel, Bakken, & Ruland, n.d.; Puschner et al., 2016; Rise et al., 2013; S., 2016; Schauer, Everett, del Vecchio, & Anderson, 2007) .
However endorsement of SDM is often seen as situation or topic dependent and overall professionals are seen to have ambivalent attitudes towards SDM (Seale, Chaplin, Lelliott, & Quirk, 2006) . While some research purports that professionals consider SDM to be partially non beneficial under certain circumstances (Hamann et al., 2009) , others suggest that it should be condition or decision topic dependent (Chong et al., 2013a; Hamann et al., 2009; Simmons, Hetrick, & Jorm, n.d.) and some again argue that it is important to not uncritically apply concepts of SDM coming from other areas of health care to MH (Kaminskiy, E., Ramon, S., Morant, 2013) . Finally, there is growing literature, suggesting that an idealized view of SDM is distant from standard psychiatric practice (Angell & Bolden, 2016) .
What does SDM mean to professionals?
While most research in the field shows that medical professionals endorse SDM, discrepancies exist with reported practice. During a survey among 352 psychiatrists in Germany in 2007, 44% reported practicing paternalistic decision-making style, 5% applied an informed choice model and the majority (51%) were in favour of SDM (Hamann et al., 2009 ). However, in other research, practitioners' perception of SDM bordered on the informed choice model (where the SU makes his own choice, based on the options presented) (Chong, Aslani, & Chen, 2013b) . Other authors conclude that standard SDM models fail to capture the complex and conflictual process that characterizes some psychiatric consultations (Kaminskiy, Ramon, Morant, 2013) . Finally, some professionals are concerned that SDM is a threat to professional responsibility and outcomes (Rise et al., 2013) .
Moreover, attitudes towards SDM may depend on the professionals' speciality. Hence, it was found that some medical practitioners (psychiatrists, general practitioners) support a more active participation from SU, than other providers (such as pharmacists, occupational therapists). The latter had a higher focus on appreciating SU´s needs in decisions, seeing themselves more as advisors in SU´s decision making (Chong et al., 2013b) . Likewise Colombo et al. (2002) conducted interviews with different stakeholder groups about different explanatory models of mental disorders to understand the influence of "implicit" models on SDM. Whereas psychiatrists and CPNs clearly supported a medical approach (91% and 61%), social workers were in favour of the "social" model (48%). Although there are many different perspectives possible, there is a medical dominance, possibly resulting "from occupational control over several other conflicting interest groups" (Colombo et al., 2002) .
Another view of professionals on SDM is an ethical one. Here Drake and Deegan state that psychiatrists tend to forget the ethical imperative to involve patients in preference-sensitive decisions. They recall patient´s maturity and that decisions pertaining to the lives of people who use mental health services are personal and need balanced decision support instead of paternalism (Drake & Deegan, 2009 ).
Although most professionals support the model of SDM, they often report that flexibility depending on the clinical situation is important (Shepherd, Shorthouse, & Gask, 2014) . Professionals highlight the need to tailor the style of decision making to the situation and the individual patient (Hamann et al., 2009 ). Hereby professionals generally consider psychosocial matters (i.e. work therapy, future housing) to be more suitable for SDM than medical or legal decisions (Hamann et al., 2009 ). In addition, in Hamann´s randomized controlled trial, doctors recruited the SDM intervention group patients a week later than patients in the control group, indicating that doctors wanted to treat the most severe symptoms first, before embarking on a trial of SDM (Hamann et al., 2006) .
Further aspects of what SDM means to professionals derives from Rise et al. (2013) . Here, service users and service providers defined involvement as consisting of three core aspects that enable good collaboration: respect, dialogue and SDM (Rise et al., 2013) . Professionals can try to maintain partnerships despite current disagreement with SU in some situations in order to be prepared for future shared decisions (Kaminskiy, E., Ramon, S., Morant, 2013).
Recent research in this area has found support from professionals for modified models of SDM, e.g. the "SDM-PLUS"-model. These adapted models are seen by professionals as a way of making SDM more applicable to mental health settings, and allowing greater flexibility and considerations of the ways of overcoming challenges of implementing SDM in practice (Hamann & Heres, 2014; Mikesell et al., 2016) .
Perceived enablers and challenges
Many healthcare providers report numerous challenges towards the implementation of SDM and some offer suggestions for how to overcome these barriers.
Factors related to the service user
There are different views of how professionals see their patients. For instance, they see them as "experts by experience", as patients lacking insight, or as patients with questionable validity of views and questionable experiences et cetera. The different views can lead to ambivalent views of service user involvement in decision making (Kaminskiy, Ramon, and Morant, 2013; Seale et al, 2006) .
Patient´s characteristics like accepting medication, a high preference for participation, recovering from a first episode of illness, being dissatisfied with previous medication and being well informed were seen as speaking strongly in favour of SDM (Hamann et al., 2009) . Information valued as enabling by practitioners could be described as professionally owned knowledge. For example, professionals found that patient´s knowledge about their diagnosis and related treatment options is important to participate in the SDM process and can be enhanced by information provision (e.g. psychoeducation). In this context, professionals appreciate the help of families and other caregivers and see their increased involvement and the provision of education as facilitators to SDM (Chong et al., 2013b ).
Hamann et al.
were the first to demonstrate in a controlled trial (comparing a SDM intervention program with routine care) that SDM is possible and feasible for most acutely ill patients with schizophrenia. However, in this study, there were some patients considered to be too ill by their doctors to participate in SDM and not being capable of "making reasonable decisions" (Hamann et al., 2006) . Likewise psychiatrists in another survey determined certain patients (i.e. patients in acute psychotic episode) or decisional situations like hospital admission as generally unsuitable for SDM (Hamann et al., 2006; Hamann et al., 2009) . This is subsequently leading to paternalistic acting or even using pressure to patients (Quirk et al.,, 2012) . Providing information about adverse side-effects can be a facilitator to a certain degree, but it can as well discourage patients to accept treatment (Seale et al., 2006) .
Lack of cognitive capacity and lack of insight was the most important barrier to SDM for professionals and is mentioned by several authors (Chong et al., 2013b; Shepherd et al., 2014) . These challenges were associated with concerns about patients being both being able to communicate and weigh up information in a meaningful way and also concerning conflict associated with not accepting being ill (deemed as lacking insight). Mental health emergency situations were seen as special challenges to SDM. Therefore, the possible risks of harm to self or others was another barrier to SDM (Mahone et al., 2011a) .
According to Chong et al., practitioners report that social stigma associated with mental illness can negatively influence consumers´ attitudes towards shared decision-making. Concerns for professionals centre around how labelling and stigma may mean that patients deny or are less open to discussing their diagnosis. Patients therefore engage less in mental health-related concerns and are negatively influenced towards SDM. Furthermore, aspects like social stigma can be linked to cultural backgrounds or religious beliefs (Chong et al., 2013b) .
Difficulties with SDM were also expected in patients with long histories of passivity. Prescribers found that (existing) consumer insight was a significant factor for successful SDM and they would "need to learn, what their (the consumers) capabilities are" (Mahone et al., 2011a) . For instance after a diagnosis of AD, patients sometimes have the approach to "carry on as usual" and therefore might miss the opportunity to discuss and decide on important medical and social topics (Bronner et al., 2016) .
Further challenges for SDM are a (partial) gain of knowledge in consumers using the internet, whereas other patients refer to prescribers as the only source of information (Mahone et al., 2011b) . However, Mahone et al. see prescriber´s view on access to the internet just as an "information-exchange issue" without further discussing whether this development is a facilitator or barrier to SDM.
Factors related to the practitioner
First, healthcare providers´ own attitudes, motivation, willingness, empathy and ability to engage and to implement SDM is an important factor to enable or to impede SDM in clinical practice. Professionals have to be motivated to inform about treatment side-effects for example. Good communication and interpersonal skills are very important (Ramos Pozon, 2016) . Exchange of knowledge, respect andespecially for service providers -dialogue are significant requirements for mutual involvement (Rise et al., 2013) , whereas lacking listening skills and knowledge of alternative treatment can be challenging (Mahone et al., 2011b) . Involving a patient can pay off: professionals, who involved a patient more active in decision-making than the patient stated as desired, could accomplish a higher service user satisfaction (Clarke et al., 2015) . Chong et al. (2013) conducted qualitative interviews with practitioners exploring perceptions of barriers and facilitators of not only SDM, but also, interprofessional collaboration. Mental health specialty providers see better mental health expertise, motivation, empathy and genuine interest among general practitioners and pharmacists as a key to better interprofessional collaboration. They found that the desire and/or interest in participating in the SDM process and providing information on illness (psychoeducation) and treatment to service users is seen as a big facilitator of the SDM process (Chong et al., 2013b; Shepherd et al., 2014) .
In Mahone´s qualitative interviews with 7 focus groups with different stakeholder groups, barriers anticipated by mental health care providers when introducing SDM included the long tradition of the doctor/diagnosis-driven medical, disease-focused model and moral obligations (Provider: "For example, if I as a case manager am making my consumers aware of this new model, this new way of doing things, it´s going to take years. …So I think that there´s got to be more than just service providers. There has got to be agency awareness") (Mahone et al., 2011a) .
Farelly et al. report clinicians' barriers to better engaging patients in their Joint Crisis Planintervention: 1. Ambivalence about care planning. 2. Perceptions that they were "already doing SDM". 3. Concerns regarding the clinical "appropriateness of service users´choices". 4. Limited "availability of service users´ choices". They, however, acknowledge that patterns might be changing: "I think this is something pretty new that psychiatrists are coming round to in terms of offering choices and, you know, even when we use, talk about a treatment for that matter, I think we´re coming to a stage now where we offer the treatment and leave it to the service users to make up theirs minds" (male, Psychiatrist in an interview) (Farrelly et al., 2016) .
Some authors see the need of modifying the process of SDM in challenging surroundings. Type of decision, economic and organizational limits, the degree of illness and the patient´s wishes are possible challenges (Chong et al., 2013b; Rise et al., 2013) . One reason might be that in SDM, health care providers are not in control to the degree they were earlier (Mahone et al., 2011b) .
There is misconception in some psychiatrists about whether they really apply SDM -and therefore they see no need to reconsider their behaviour .
Finally, it can be challenging for practitioners to develop new skills to satisfy patient´s participation and information needs (Reichhart et al. 2008 ).
Factors related to the wider context
First, accessibility to services is a basis for SDM. There is evidence that being specialized in mental health (psychiatrists vs. primary care physicians) helps to create more SDM. Barr et al. suggest that this might be due to more time pressures in primary care settings (Barr et al., 2016) . Although time constraints are still mentioned as barriers to SDM (Chong et al., 2013b) , Hamann et al. showed already in 2006 , that SDM intervention programs do not take up more of the doctor´s time (Hamann et al., 2006) . Professionals saw obligations to society, legal liabilities related to responsible prescribing, a lack of system support, disconnect between inpatient and outpatient prescribing practice, and the need for commitment for "every part of the mental health clinic" as possible barriers and challenges to SDM (Mahone et al., 2011a) .
The availability of tools like care plans or decision aids to support SUs involvement is not yet widely known, and are often not widely available (Chong et al., 2013b) . Freely available decision aids are beneficial to SDM and need to be further assessed (Simmons, Hetrick, & Jorm, 2010) . Hamann et al. showed that working with decision aids and other psychoeducational tools is possible for patients with schizophrenia and shows promise (see Zisman Ilani et al in this issue for an indepth review of SDM interventions)
The aspect of interprofessional healthcare teams has been included into SDM in mental health recently. Healthcare providers perceive that interprofessional collaboration might facilitate SDM by addressing time barriers and providing more opportunities for consumers to discuss their medicalrelated concerns. Colombo et al. declare , that "effective care means that patients should be able to work with multi-agency teams by being recognised as part of that team" (Colombo et al., 2002) .
However, while an interprofessional team approach is seen positively in general, some providers point to confusing and contradictory recommendations between different practitioners (Chong et al., 2013b) . Possible problems or gaps within a multi-disciplinary team need to be bridged by creating a common identity as a team (Colombo et al., 2002) .
In general, professionals' experience that legal and administrative health and welfare systems can also be barriers instead of only being supportive. In some management or care service structures, efficiency and results can be more important than the quality of services (Ness, Borg, Semb, & Karlsson, 2014) . Finally, all given circumstances might end up in the increasing literature, suggesting, that an "idealized view (of) SDM is distant from standard psychiatric practice" (Angell & Bolden, 2016) .
Discussion
The primary research presented in this review included studies that adopted a qualitative, quantitative and mixed method design. Within this heterogeneous sample of studies, numerous outcome measures and methods have been employed (see Perestelo-Perez et al in this issue, for a review of SDM measures) and therefore generalisable conclusions are less applicable. In addition, given the broad and iterative search strategy adopted and diversity of methods, the focus of the review has been to present broad themes emergent from the research, but also highlight where debate and lack of consensus emerges. We think that a particularly useful way of exploring these debates is by presenting the apparent similarities and differences in views toward SDM between professionals and service users.
Similarities and differences between professionals and service users attitudes and views about SDM Similarities
From our findings, service users and practitioners alike endorse shared decision making. Both groups see it as an ethical imperative for mental health services and view the defining features of joint deliberation open dialogue and consideration of the pros and cons of decisions as an important and established part of good mental health practice. Both groups acknowledge that SDM is important for effective care.
However, both service users and practitioners acknowledge that SDM is context dependent, and that the level of involvement will vary from meeting to meeting. Both groups stress that SDM should be viewed as a longer term and dynamic process, as oppose to a particular outcome or list of requirements that need to be performed in a meeting. There is acknowledgement by both service users and practitioners that, at times, the doctor does (and should) take the lead (e.g. De Las Cuevas et al, 2014; Levinson et al, nd) .
Linked to this there is acknowledgement that at times it is difficult to fully involve service users or fully weigh up the information on the pros and cons of a particular option. In particular, during periods or situations of lower competence or wellness, meaningful involvement is seen as less practical or realistic. Furthermore, Hamann et al. showed that some patients when acutely ill, they were just not interested in SDM (Hamann et al., 2006) .
The administrative and legal framework, other cultural features of mental health services, and stigma is seen as impacting how realistic or achievable meaningful involvement is, and service users and practitioners alike report a gap between idealised models of SDM and actual day to day practice. Importantly, both groups report that in certain circumstances or settings, SDM is far less likely. For practitioners, SDM is not seen as viable for emergency situations and hospital admission, and for service users, ward round meetings are highlighted as a particularly difficult setting (e.g. Hamann et al, 2006; Stacey et al 2016; Mahone et al., 2015) .
Both practitioners and service users also highlight the importance of adopting an interdisciplinary approach (e.g. see Chong et al, 2013) . Service users value discussing options and seek information from multiple sources, including other members of an interdisciplinary team, and practitioners also acknowledge the importance of interprofessional collaboration as a particular enabler for SDM in mental health.
Differences
While both practitioners and service users highlight the need to be flexible in implementing shared decision making, and acknowledge that, at certain times, a full weighing up of options is not always preferred or possible, there are some observed differences in the reasons given for reducing involvement, and how these 'more difficult' situations are conceptualised by different stakeholders. Practitioners often report particular difficulties involving people who are deemed to lack insight into their difficulties, however, this a problematic area, potentially suffused with how power and authority is enacted in this context. For practitioners, issues of capacity to be involved are a key factor to consider when deciding whether to involve the service user in the decision being taken (e.g. see Chong et al, 2013) . This is less apparent in research exploring service user views who acknowledge difficulties in being able to fully participate during periods of being unwell (e.g. difficulties absorbing and processing information the options presented, as well as finding it more difficult to adequately express oneself coherently) (e.g. De Las Cuevas et al, 2014; Kaminskiy, Morant and Ramon, 2013) . This observed different also relates to the different emphasis placed on SDM by service users and practitioners. Professionals discuss SDM in terms of adequately preparing for a discussion of treatment options, and see educational programmes and decision aids as potentially helpful in this regard. Service users, on the other hand, highlight SDM as a process, whereby their values, preferences and previous experiences of treatment options, and what is deemed helpful, is more central in conversations with practitioners.
Another observed difference in our findings for our section 'factors associated with the service user' is the priority placed on how and what information is shared in encounters. While both service users and practitioners highlight the need for information about the efficacy and proposed benefits of the option presented, service users also strongly desire to have more information about potential adverse effects (especially concerning decisions surrounding medication).This is potentially compounded by terminology and language used by pharmaceutical industry. Practitioners appear to place less emphasis on the need to present adverse effects, and this is in part appears to be related to fears of possible non-adherence, if a full disclosure of adverse effects takes place. (e.g. Barr et al, 2016) When discussing factors associated with the practitioner, the importance of the therapeutic relationship as a key facilitator to achieving SDM also receives differing attention among service users' and practitioners' perspectives. Service users (and non-medical professionals) refer to the importance of listening and being listened to, feelings of 'having a voice' and being supported etc. For medical practitioners, while being able to have open and honest dialogue is seen as very important, involvement, as a way of giving service users increased control or ownership over the decision, is more valued. (e.g. Rise et al, 2013) . For medical providers' experience, expertise and motivation to implement SDM are seen as important considerations. In addition, practitioners report challenges surrounding the competing priorities of the role, and in particular, the challenges of being accountable and responsible for managing risk (e.g. Mahone et al, n.d) . For some these challenges result in concerns regarding the clinical appropriateness of allowing service user choice.
For factors associated with the wider context both groups practitioners also report particular difficulties associated with lack of time and this continues to be a common view presented by practitioners. This is despite Hamann et al's (Hamann et al., 2006) and Loh et al's (2007) research which found that SDM is -in the long run -no more time consuming than normal practice. Time is not highlighted by service users as a particular concern, but instead the problems are of feeling like their views are not respected and feeling marginalised.
Labelling and stigma are seen as a challenge by both practitioners and service users. However, the problems that stigma presents for SDM are seen differently by practitioners and service users. For service users the problems centre on the experience of receiving a psychiatric diagnosis label, and being seen as having less of a voice or being less respected and valued and not being heard, as a consequence of that label. For practitioners, stigma is seen as a problem in that it might prevent a person from wanting to accept a diagnosis, possibly leading to lower acceptance, and reduced likelihood of SDM (Chong et al., 2013b) . This potentially presents the greatest challenge for SDM in that it highlights the dominating role of a bio medical model for practitioners within mental health services, a system which is organised and underpinned by diagnostic classification systems. This, in turn, presents challenges for service users being able to present their expertise in a meaningful way in encounters.
Summary and recommendations
We have presented themes emergent from research that explores the views and perceptions of SDM for practitioners and service users. In discussing the findings, we have attempted to provide a comparison of the similarities and differences between the stakeholder groups.
While both groups endorse SDM, and acknowledge the need to be flexible with how and when SDM is implemented, there are significant differences in what service users and practitioners describe as preventing or enabling SDM. The differences highlighted point towards different challenges and priorities in SDM for service users and practitioners. In order to encourage greater implementation in every day practice, more time and effort to building a greater joint consensus on what aspects of SDM to prioritise, and how to facilitate its process, is needed. The process of establishing more common ground could itself, be seen as a fruitful way of encouraging greater dialogue, respect and open and honest communication between practitioners and service users. For practitioners, in particular, while SDM is viewed as an ethical imperative, there is a need for greater awareness of the essential contribution of people who use mental health service to knowledge necessary for SDM.
Our findings also point to the need to have separate interventions targeting service users and practitioner group needs (see Zisman-Ilani et al in this issue for a systematic review of existing SDM interventions in mental health). Priorities for medical providers appear to highlight that being able to 'easily' involve service users as part of everyday is important, and therefore the use of structured training tools, as well as decision aids, may be efficient and helpful in this regard. Additionally, it may be that incentives along with psychoeducational approaches would assist the implementation of SDM. Priorities for service users lie in establishing rapport and trust with practitioners, and feeling empowered to voice experiences and knowledge in meetings. Recovery colleges, and peer support workers offering additional information and further support to embark on SDM may be a useful avenue to explore. Labelling and stigma is perceived as a particular challenge in being able to voice experiences in an open manner. Thus our findings point towards the continued need for an emphasis on the de stigmatisation of mental health. Further research involving patient-doctor dyads and qualitative research exploring views, experiences and perspectives of SDM for service users and practitioners in different settings, would further enhance the knowledge base in this area.
The limitations of this paper should be highlighted. We deliberately chose an inclusive review process and purposefully did not exclude papers on methodological grounds. We believe that for this review a qualitative synthesis was best suited to the enquiry. However, by not adopting the rigour of a full systematic review, it may be that findings were not reported, and that the authors own position in relation to the topic emerges in the presentation of findings. The authors themselves represent different respective positions on this topic (EK, a critical psychology researcher with interest in participatory research in MH, and SS and JH, practising psychiatrists, and active researchers in SDM in MH) and we feel this diversity improves the credibility of the analysis.
Finally, it should be acknowledged that by presenting views of service users' and professionals' views as separate, a rather crude distinction between service users and professionals is drawn in the presentation of findings. This has the problem of suggesting that each group is homogenous, or, in other words, that professionals have one position on this topic, and service users another. This was not the intention of this paper. Instead, we aimed to explore the emergent and diverse discourses on this, ultimately, contested, and challenging, issue of rebalancing power in the sharing of decisions in mental health services, and acknowledge that inter as well as intra group differences in discourse are important to highlighting the attitudes and views towards SDM in MH.
